The early days of June 2004 saw a momentous meeting in the Tanzanian town of Arusha, when over 150 delegates from 22 African countries, gathered for the first Pan African Conference of the newly created African Palliative Care Association (APCA). Hospice and palliative care in Africa have a history stretching back some 25 years, to when Island Hospice in Zimbabwe first got underway.' But in the interim, despite some notable successes, the development of services on a more extensive basis has been at best patchy; and in numerous areas of great need across the continent, no provision yet exists.
It was with such concerns in mind that a group of 28 African palliative care trainers from five countries first met in Cape Town in November 2002, with the support of the Diana, Princess of Wales Memorial Fund, and began to evolve a strategy for more systematic development. They produced the 'Cape Town Declaration'.2 It stated that palliative care is the right of every adult and child with life-limiting illness; that the control of pain and other symptoms is a human right, making access to key drugs imperative; that all health care providers need appropriate training in palliative care; and that such care should be delivered at all levelsprimary, secondary, and tertiary. The Declaration further galvanized those present to take forward the creation of the first all-African palliative care association. So a steering group was formed, and work began in earnest to forge the aims, objectives and structures of the new venture. Just eighteen months later, APCA held its first annual general meeting in Arusha and its first board was elected with representatives from Ghana, Zimbabwe, Nigeria, South Africa, Kenya, Tanzania and Uganda.
There can be no doubt that APCA is badly needed and faces huge challenges. The HIV/AIDS pandemic has become a massive burden for Africa, the world's most affected region, and more than 20 million African deaths have so far been linked to the disease. Among an estimated 34-46 million people living with infection worldwide in 2003, some 26.6 million are in Sub-Saharan Africaan area which also has the highest estimated adult prevalence rate of 7.5-8.5 per cent.3 These rates vary both between countries and within countries. In high prevalence areas, life expectancy is expected to fall below 35 years over the next decade.
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There are complexities in offering palliative care for people with HIV infection: during critical opportunistic infections, often in deeply impoverished circumstances, and up to the end of life. A major aim is to assist those suffering at home, in situations where, as in Uganda and elsewhere in mid-Africa, up to 57% of the population will never have access to a health worker. In this context, antiretroviral (ARV) treatments and palliative care must be delivered hand in hand, thereby extending quality life to the poorest people. This requires thinking about palliative care within a preventative and public health model in which care can be delivered across the complete trajectory of the disease and in which well constructed homebased palliative care services can serve as an important platform for education, primary disease prevention and also the support of patients receiving active treatment.
We are living in a time and place where huge numbers of adults and children are experiencing extraordinary suffering and loss. HIV/AIDS exacerbates the already great need for palliative care that exists in developing and resource poor countries where healthcare is limited and where late presentation is common, even for conditions that could be prevented or cured, and where poverty and gender inequality further compound the seemingly insurmountable challenges of living a meaningful and satisfying life.
National associations are a key element in the support and continuing medical education of those delivering palliative care in marginalized, isolated and rural areas. The Palliative Care Association of Uganda (PCAU) is now bringing health professionals and carers together at district level to offer support and to focus on the maintenance of standards. Local branches are supported from headquarters in the capital with a supply of trainers as well as technical assistance in making funding applications to donors. The efforts of those who are trained and sent to isolated areas without support can easily be dissipated and overwhelmed by needs they cannot meet alone. APCA will coordinate and support the work of the national palliative care associations. The Hospice Palliative Care Association Mentorship Programme, developed in South Africa and which involves well established organizations in the provision of support and guidance to developing palliative care programmes, 10.1 191/0269216304pm954ed also has potential through APCA for more extensive application in other countries.
APCA has set itself some stretching goals for the coming period. The appointment of its first executive director is a high priority in order to support the work of the geographically spread and already heavily committed board members. In addition the board has formed three important committees: for Advocacy, Education and Standardsa pivotal development towards making the dream of APCA a reality. As a priority, these interdisciplinary committees will assess the potential for making palliative care available in at least twelve African countries during the next two years. It is evident from the numerous best practice models that exist within the region that Africa already has the required expertise and experience for this work; but resources are urgently needed to replace and free up key people from their own organizations in order to undertake a wider range of tasks over specific time periods. APCA is also addressing the need to provide information and research-based evidence about the development of palliative care in Africa and to this end has established the APCA Journal ofPalliative Care, the first edition of which was launched at the Arusha conference. The editors believe that this will in time become a reputable peer-reviewed journal, publishing quality research studies, as well as documenting the activities of APCA itself. The association seeks to reach out to palliative care workers across the whole of the African continent and to that end the composition of the board will need to reflect the linguistic and cultural diversity that makes up modern Africa. APCA also has a major role to play in coordinating and supporting initiatives already underway in partnership with international, intergovernmental and donor organizations.
At the beginning of the APCA conference, it was noted that global interest in palliative care has never been greater. Events in Africa bear this out. The World Health Organization (WHO) is involved in a joint palliative care project for cancer and HIV/AIDS patients in Botswana, Ethiopia, Tanzania, Uganda and Zimbabwe. The Diana, Princess of Wales Memorial Fund has supported palliative care initiatives in the nine countries of Ethiopia, Kenya, Malawi, Rwanda, South Africa, Tanzania, Uganda, Zambia, and Zimbabwe. The Foundation for Hospices in Sub-Saharan Africa, now a part of the National Hospice and Palliative Care Organization in the USA, has a growing programme of twinning schemes. The Open Society Institute has a grant support programme for South Africa. An evidence base for the African palliative care context is also beginning to emerge with an analysis of models of service delivery4 and a recently published appraisal of the literature relating to services in Sub-Saharan Africa,5 as well as an extensive mapping exercise being undertaken across the whole of Africa by the International Observatory on End of Life care (see www.eolc-observatory.net/global_ analysis/regions_main.htm). In recent months the effects of a major global policy initiative are also being felt, through the United States government's President's Emergency Programme for AIDS Relief (PEPFAR). This endeavour covers 15 countries in total, 12 of which are in Sub-Saharan Africa. PEPFAR is being used to provide antiretroviral drugs for 2 million HIV-infected people and to prevent 7 million new infections. It also seeks to provide care for 10 million individuals and orphans infected and affected by the disease, and to build health system capacity in Africa. Fifteen percent of its $15 billion dollar budget is earmarked for palliative care. The wise and effective use of these monies, when palliative care infrastructures are so weakly developed, is a major challenge. The events of Arusha and the creation of APCA give a positive signal that the challenge can be met and that palliative care can become a major force for the relief of suffering across the whole of the African continent. Kath Defilippi South Coast Hospice, Port Shepstone, South Africa Julia Downing The Mildmay Centre, Kampala, Uganda
